Background: The knowledge of Maltese women not attending the Maltese Breast Screening Programme (MBSP) for mammography screening is scarce. Previous research has identified two distinct groups of non-attendees: those who do not attend because a mammogram was taken elsewhere and those who never attended for mammography anywhere. It is however unknown which determinants are predictive of lifetime attendance 'anywhere' and 'real' nonattendance. The present study examines the relationship between ever-using (Lifetime attendees) or never using mammography (Lifetime non-attendees) and psychosocial -as well as sociodemographic factors, with the aim to identify predictors that can inform practice.
Background
Breast cancer (BC) is the most common type of cancer in women worldwide [1] . In Malta, it has topped the list of female cancers and has accounted for an average incidence of over 280 women over the last 12 years [2] . Early detection of BC renders the possibility of efficient treatment [3] which would more likely include breast conservation without chemotherapy [4] . Regular use of mammography screening at short enough intervals is a cost-effective way [5] to detect tumours early enough in order to improve prognosis, reducing mortality and thereby impacting on survival [4, 6, 7] .
Across the globe, lifetime utilization and regular reutilization of mammography has been increasing steadily across the years [3, [7] [8] [9] . Despite the known benefits of breast screening (BS) by mammography [10] [11] [12] , also referred to as mammography screening (MS), various countries have still not reached the recommended acceptable (> 70%) or desirable (> 75%) EU benchmarks, according to the European Guidelines [13] . Lower utilization rates may be associated with three main factors: (a) logistical determinants such as the availability and accessibility of a screening center, test affordability, time from work or travelling time [3, 14, 15] , (b) psychosocial factors such as values, expectations and beliefs which affect the way women transform knowledge regarding mammography into actual behaviour [16] , and (c) socio-demographic determinants which impact on the way structural and psychosocial factors predict mammography use [17, 18] . However, most of the literature does not take into account the context of mammography provision, such as countries with dual health systems (organized and private screening).
Although general barriers to screening by mammography in Malta have been identified in our earlier study [19] , our findings showed that our screening cohort consisted of attendees and non-attendees to the Maltese Breast Screening programme (MBSP); however, we recognised that the MBSP non-attendees consisted of a heterogeneous group of women with diverse reasons for non-attendance. Hence, screening non-attendees were not a single group of non-compliant Maltese women, but consisted clearly of two distinct subgroups:
(i) Women, who had obtained a mammogram outside the MBSP, possibly as a self-initiated action or routine check-up [15] or as part of private breast awareness campaigns, which may have been based on their recognition of susceptibility to BC and high self-efficacy in preventing BC [20] , and (ii)'Real' non-attendees i.e. women who have never attended anywhere for mammography during their lifetime.
Considering the fact that the Maltese National Health System (NHS) comprises both the public and private sectors, and that a national breast screening programme was introduced at the end of 2009 for women aged 50-60 years at the time [13] , some women chose to go privately for a mammogram before the year 2009 and still do so to date rather than taking up the invitation to be screened at the MBSP. However, it is the diversity of 'real' non-attendees [15] that needs to be better understood in order to develop culturally sensitive interventions.
Nothing is yet known to date about those who never attend for mammography throughout their lifetime in Malta. Hence, this study was carried out to provide an understanding of the determinants of lifetime mammography screening behaviour among Maltese women who attend 'anywhere' and those who have 'never' attended for mammography. This paper is "part two" of a larger study that was conducted on breast screening uptake in Malta carried out through a national cross-sectional survey and hence, this paper is a continuation of that previous article. In this paper, data from that 2015 Maltese national survey were used to assess the relationships of lifetime mammography utilization (attendance 'anywhere') and 'real' non-attendance with sociodemographics, health status, knowledge, health beliefs and illness perception variables, based on the Health Belief Model (HBM) and Common-Sense Model (CSM). Both HBM and CSM have been used as theoretical frameworks to predict the uptake of mammography screening [21] [22] [23] [24] . The CSM has been used to consider the cognitive and emotional representations of an illness [23] which are often omitted in the use of HBM. On the other hand, the CSM does not describe the perceived barriers and benefits to the performance of healthrelated behaviours [21] such as mammography use, and excludes the role of significant others such as family, friends and healthcare providers [25] . By contrast, the HBM addresses all of these, incorporating the components of perceived benefits, perceived barriers and cues to action. Following the simultaneous use of both models which were found to improve the prediction of non-attendance to the MBSP in our earlier study [19] , both models were again utilised to integrate the beliefs about the illness (CSM) [26] and the individual's beliefs on the recommended behaviour [HBM] [21] in this study on lifetime mammography utilization.
Guided by the guidelines 'Strengthening the Reporting of Observational Studies in Epidemiology' (STROBE) [27] [see Additional file 1], we built on the findings of our prior study [28] which suggest that health beliefs and illness perceptions vary between women who accept or refuse a BS invitation to the organized programme. The immediate aim of our study was to gain an understanding of the determinants of lifetime mammography use among women who attend for mammography 'anywhere' and those who never attend for mammography during their lifetime ('real' non-attendance).
Objectives
In reaching our aims, this analysis has targeted the following objectives:
(1)To determine the socio-demographics, health status, knowledge, health beliefs and illness perceptions of women who attend or do not attend for mammography screening during their lifetime; (2)To examine the most significant predictors of lifetime mammography utilization and its non-use.
Methods

Design and setting
Since this study was part of a 2015 national retrospective study, the full details of the methods are described elsewhere [19] . The MBSP was set up to serve as the only centre in Malta to offer national screening as part of an organized programme. As is the current practice at the MBSP, two views (medio-lateral and cranio-caudal) are carried out by trained radiographers (mammographers) and the mammograms are reported by trained breast radiologists. Adjunct ultrasound is carried out at a subsequent (recall) appointment when deemed necessary, for cases such as dense breasts or for further evaluation of suspected mammographic abnormalities. A stratified random sample was ascertained from women aged 50-60 at the time of their first invitation at the MBSP who were registered on the MBSP database and who had no personal history of BC. The original study recruited a sample size of 404 women (i.e. 243 attendees and 161 non-attendees) in order to achieve a 95% confidence level and 5% confidence interval, which the present study used.
For those invited to the MBSP, attendance or nonattendance was verified through screening records but further mammography performed in private practices was self-reported. Participants were assured that their participation was voluntary and that they could withdraw from the study at any time without the need to give a reason. Information was provided to the women on how the researcher would protect their anonymity and confidentiality through coding. Prior to the commencement of the survey, participants were informed that the study was aimed at improving the understanding of women's beliefs, attitudes and perceptions on and concerns about BS and BC. Moreover, they were notified that the study had been granted ethical approval by the School Research Ethics Committee at the University of Stirling (SREC14/15-Paper No.18v4) and by the Maltese Health Ethics Committee (HEC 02/ 2015). As approved by the ethics committees and following standard practice when conducting surveys by telephone [29] [30] [31] , a research assistant was responsible for participant recruitment, which was carried out manually over the phone (through "yes" or "no" response options), using paper format to record verbal informed consent. Following the latter method, an appointment was scheduled by the research assistant to match its suitability for each of the participants and the primary investigator (DM). The survey was completed in a median of 25 min (range, 15-45 min) and was carried out in one telephone call.
Survey development
The survey questionnaire consisted of standardized socio-demographic and health status questions as well as validated scales (CHBMS-MS and IPQ-R) [32, 33] . All measures were translated from English to Maltese using a back-translation procedure. A pre-test (n = 15) of the 121-item tool (entitled the Maltese Breast Screening Questionnaire -MBSQ) confirmed the comprehensibility, accuracy and feasibility of the questionnaire and to ensure understanding of scale items in both Maltese and English. The methods used have been published elsewhere [19, 34] .
The survey questionnaire is composed of four sections, as follows:
1) Socio-demographic factors and health status were measured through 11 subscales (20 items), 2) Lifetime mammography practices and knowledge of mammography frequency were measured through 4 subscales (17 items), 3) Health beliefs were measured through 5 subscales (36 items), 4) Illness perceptions were measured through 7 subscales (48 items).
Response options were "yes", "no" or a series of tick boxes for socio-demographic factors and health status variables. Open questions were designed to encourage a more detailed and meaningful answer using the participant's own knowledge and/or feelings. Most of the response options for lifetime mammography practices and knowledge on mammography time intervals were mostly designed to elicit "yes", "no" or "unsure" answers, whereas closed questions were possible through a series of tick boxes. All items for health beliefs and illness perceptions had 5 response options (1 = 'strongly disagree' to 5 = 'strongly agree').
Classification of variables
Women were asked if they ever had a mammogram in their lifetime with a yes/no response. Women were categorized as LIFETIME ATTENDEES if they had ever had a mammogram in their lifetime or LIFETIME NON-ATTENDEES if they had never attended for a mammogram during their lifetime. Socio-demographic and health status variables (some of which were confirmed from women's health records from the screening database), as well as knowledge of screening frequency, health beliefs and illness perception variables were collected from the survey administered retrospectively from the time of the first screening invitation at the MBSP.
Statistical analysis
The chi-square test was used for comparison of proportions between two categorical variables. The Shapiro Wilk test was applied on the 14 constructs in order to determine whether these variables are normally distributed. It was found that only the variable Causes of BC was normally distributed. Hence, parametric tests were used for this latter construct. All the other 13 constructs were found to be not normally distributed (p-value < 0.001) and hence, non-parametric tests were used for all the 13 constructs. When comparing two independent samples, the Independent Samples t-test was used for normally distributed data (parametric test) and Mann-Whitney test was used for the non-normal distributed dataset (nonparametric test). Similarly, for analysis including two of more independent samples, ANOVA was used for normally distributed data and Kruskal-Wallis test was used for the non-normal distributed datasets. Different variables and constructs were incorporated into six logistic regression models and the 'backward-elimination' method was applied to each model to identify the significant predictors of lifetime mammography use. The results of the regression are reported with 95% confidence intervals, Beta (unstandardized) coefficients, Standard Errors (SE), Walds, Odds Ratios (OR) and p-values. All tests were analysed with an α = 0.05 level of significance; hence, any statistical test obtaining a p-value of < 0.05 was considered as statistically significant. Missing data was minimal (n = 23 for frequency of GP visit) and this missing data was reported in our previous paper [19] . Missing data was reported as is; hence this data was not excluded. The data was analyzed using SPSS version 21.
Results
Sample characteristics
Most participants (86.9%) were married (n = 351). The majority (77%) of participants were housewives (n = 311), 75.7% had a secondary level of education (n = 306) and more than half (60.3%, n = 244) were from below average annual income families (lower than €16,113). Descriptive statistics are presented in our previous paper [19] .
Mammography screening practices
Mammography screening practices are presented in Fig. 1 . Breast screening use (LIFETIME ATTENDEES) was reported by 86.1% of women (n = 348), of which 243 women underwent a mammogram at the MBSP. From those who did not undergo a mammogram at the MBSP (n = 161), 105 women underwent mammography elsewhere. No mammography was reported by 13.9% (n = 56) (LIFETIME NON-ATTENDEES).
LIFETIME ATTENDEES versus LIFETIME NON-ATTENDEES subgroup analyses
Chi-square tests were performed to explore associations between lifetime attendees and non-attendees, and the following variables: sociodemographic factors, health status, knowledge, health beliefs and illness perceptions.
Sociodemographic factors and health status
There was significant association between marital status and lifetime mammography (χ2 = 9.0, p = 0.030) such that a lower number of widowers attended for mammography (66.7%) when compared to women of other statuses (single, married, separated/divorced) (≥87%). The higher their family income, the more likely it is for a woman to undergo mammography in her lifetime (χ2 = 13.1, p = 0.011). In fact, all women who had a family annual income greater than €23,564 claimed that they acquired mammography during their lifetime while from those with a family annual income lower than €10,737, around one in every four women did not undergo mammography. In addition, those who do not drive are more likely not to attend for a mammogram (χ2 = 7.7, p = 0.006). Our data showed that 91.5% of drivers attended for a mammogram in their lifetime as compared to 81.9% of non-drivers. All women in our sample with a breast condition or disease attended for mammography in their lifetime when compared to 82.9% of women without a breast condition (χ2 = 14.2, p < 0.001). Moreover, those who had relatives or close friends with cancer were more likely to attend for mammography (χ2 = 8.3, p = 0.016).
No significant association was found between lifetime mammography and age (Independent samples t-test: p = 0.133), district (χ2 = 7.8, p = 0.802), owning a car (χ2 = 1.2, p = 0.267) or having an illness (χ2 = 0.1, p = 0.709). Although there was no significant association for level of education (χ2 = 5.4, p = 0.067) and occupation (χ2 = 5.7, p = 0.057), women with a higher education level and who were employed were more likely to undergo mammography in their lifetime (e.g. 93.2% {employed} versus 83.9% {housewives}). There was no significant association between having a family physician and lifetime mammography (χ2 = 3.5, p = 0.060). However, women who were not encouraged by their GP were more likely not to attend for a mammogram during their lifetime (χ2 = 4.9, p = 0.027).
Knowledge of the recommended mammography frequency
Knowledge of mammography frequency was significantly associated with whether women had undergone a mammogram in their lifetime (χ2 = 28.5, p < 0.001). The main difference arises with those who said they were 'unsure' about the recommended mammography frequency (48% of the latter group did not undergo a mammogram in their lifetime), whereas for women who mentioned other mammography frequency options (i.e. 'every year'; 'every 1.5 years'; 'every 2-3 years'), more than 86% of women from each individual latter groups had acquired a mammogram.
Health beliefs
All sub-scale items for perceived barriers and cues to action for mammography use were found to be statistically significant (p < 0.05) ( Table 1) . Women tend to attend less for mammography if they are in agreement with or are undecided on the following: having a mammogram 'would make you more anxious' , 'more worried' , 'more fearful about BC' and 'the procedure itself ' , is 'embarrassing' and 'time-consuming' and 'causes unnecessary radiation' , have 'fear or distrust the medical team' , 'consider other problems in life to be greater' and feel they are 'not old enough to have a mammogram periodically' (p < 0.001 respectively). Significant association is mirrored for the statement 'you fear having a mammogram because you know someone (family or friend) with breast cancer' (p < 0.001). When comparing pain and discomfort with mammography use, statistical significance is mirrored (p < 0.001), whereby the absolute majority of the undecided group (95.8%) do not attend for a mammogram in their lifetime whereas those who are in disagreement or in agreement (≥88%) attend for mammography.
Those who underwent mammography tend to attend more for mammography if advised by their GP (χ2 = 54.4, p < 0.001) or by relatives or friends (χ2 = 16.9, p = 0.001). Those who are in disagreement that hearing about BC and BS in the media would trigger thoughts to get a mammogram tend to attend less. The absolute majority of those who are in disagreement that cues to action (such as 'reminder letters' , 'reminder phone calls' or 'text messages') are effective, are more likely not to attend for mammography. There is also similar significant association for the vast majority of selfefficacy sub-scale items (p < 0.001) i.e. for attendees, the stronger is women's confidence in arranging other things in their life to get a mammogram, while for the undecided group and those who are in disagreement with self-efficacy items are more likely not to attend for mammography screening.
Illness perceptions
There is significant association for the emotional representation subscale items (p < 0.05) ( Table 2 ). For lifetime non-attendees, the higher is their anxiety (χ2 = 8.3, p = 0.040) and fear (χ2 = 8.3, p = 0.039) of BC. The undecided group attend less for mammography when taking into account that their emotional state (χ2 = 12.9, p = 0.002) and their own behaviour (χ2 = 12.7, p = 0.002) is perceived to possibly cause BC. Those who agree that BC can be caused by their own behaviour (χ2 = 12.7, p = 0.002) or by a germ/virus (χ2 = 9.4, p = 0.009) attend less for mammography, while those who consider BC to have major consequences in life (χ2 = 9.9, p = 0.019) attend more.
Health beliefs and illness perception constructs
The following 4 HBM and 1 CSM constructs were found to be significantly different when comparing lifetime mammography attenders and non-attenders: perceived benefits, perceived barriers, cues to action, self-efficacy (p < 0.001 respectively) and emotional representations (p = 0.033) ( Table 3) . Chi-square test was applied for all health beliefs; hence the categorical answers were used to apply this test for association. For each question, respondents were asked to select a number between 1 and 5, where 1 = strongly disagree and 5 = strongly agree. For certain items, responses were regrouped to ensure the feasibility of the Chi-square test
The findings show that for women who acquire mammography during their lifetime, the higher is their agreement on perceived benefits to mammography uptake, while more cues to action and greater selfefficacy help women to undergo mammography. Higher perceived barriers to mammography screening and stronger emotional representations of BC are associated with no mammography use during a woman's lifetime.
Predictors of mammography screening practices
We further explored which variables and constructs were most significant to women's attendance (LIFETIME ATTENDEES versus LIFETIME NON-ATTENDEES). A number of logistic regression models were applied (Table 4 ) in order to examine the variables/constructs (independent variables) which are key to identifying 196 ) were found to be the strongest and most significant predictors (p < 0.05) to describe the variance between the subgroups. However, the accuracy for predicting the non-attendees was found to be 37.5% and 96.6% for predicting attendance, which is inferior when compared to Model 4. No health status variables were found to be significant and were therefore not included in Table 4 .
Discussion
The extant research identifies multifactorial reasons why women choose not to attend for mammography screening [9, [35] [36] [37] [38] [39] , particularly psychological, socio-economic and practical factors [15, 28, 40, 41] . Hence, this study was carried out to provide an understanding of the determinants of lifetime mammography use among Maltese women who attend 'anywhere' and those who 'never' attend for mammography. This study found that four health belief constructs (perceived benefits, perceived barriers, cues to action, self-efficacy) and one illness perception construct (emotional representations) influence lifetime mammography screening practices among Maltese women. In particular, our findings show that women who perceive more barriers to mammography attendance (e.g. fear of pain, fear of the result), fewer benefits (e.g. lower belief in early detection), lower cues to action (e.g. no advice by a GP) and lower self-efficacy (e.g. lower confidence in one's ability to arrange other things in life), and who have higher emotional representations of BC (e.g. greater fear, worry, anxiety and who consider other problems in life to be greater) were less likely to attend for mammography during their lifetime. This is consistent with Champion's Health Belief Model and Leventhal's Common-Sense Model of self-regulation. This also implies that women who have previously experienced mammography screening may already have established health-related behaviours [42] and have therefore already recognized the benefits of undergoing regular mammography use, have already overcome personal barriers to undergo mammography, have increased their selfconfidence in getting screened throughout their lifetime and have higher levels of health motivation [23, 28, [42] [43] [44] . Therefore, efforts should be focused on identifying and encouraging attendance among women who have never participated in screening [44] . Our findings emphasize the importance of adapting interventions for women with lower socio-economic backgrounds, particularly since widowers, those having lower family incomes and non-drivers were found to be significantly associated with lifetime non-attendance in this study. These women are less likely to attend for screening anywhere. Women with socio-economic disadvantages in life are less likely to take part in any mammography screening. This relationship has been shown in previous literature [45] . Having a free-ofcharge, invitational, organized screening programme is one of many interventions which would help to increase mammography use. This socioeconomic difference is reemphasized in our previous study whereby household income has solely emerged as significantly associated with attendance to first invitation at the MBSP [19] . Although not statistically significant in this present study, women with a higher level of education and in employment were found to be more likely to attend than nonemployed women and those with a lower education level. These socio-economic characteristics may serve as a proxy for interaction with other people, and in the degree of social integration during a woman's lifetime. These findings may indirectly reflect social differences as well as the degree of equality regarding detection of BC and treatment received, and may help to identify prognostic factors amenable to intervention.
There were significant associations in this study between lifetime attendees and non-attendees regarding having a breast condition or BC in the family and the close relations, such that women with a breast condition or who had relatives or close friends with cancer were more likely to attend for mammography during their lifetime. Similarly, having a family member or close friends with BC was found to be associated with mammography attendance in other studies [46, 47] but contrast others [48] [49] [50] . Women most often play key roles as health managers and family caregivers [51] [52] [53] and this is not only reflected in that women more regularly than men are searching for health-related information on the Internet [54] but in women seeking a preventive action when faced with a prior personal or close relation experience that subsequently triggers them to engage in a health-related behaviour [50, 55, 56] . This corresponds with other research in other fields, particularly on mothers and children [57] .
It has been acknowledged that lifetime non-attendees are an extremely difficult group to target and are a real challenge for screening management and public health officials [58] . For instance, structural and socio-economic factors such as age, income and marital status cannot be directly or easily modified [59] . Hence, although the exploration of such variables can help identify those at risk for a poor screening profile, such research offers little direction in terms of viable interventions. Therefore, in order to better understand which constructs are most significant to lifetime mammography non-attendees in Malta, our logistic regression analyses confirmed that health beliefs were the strongest and most important predictors to lifetime non-attendance and this result has been consistent across our previous research on first invitation to the MBSP [19] , re-attendance [28] and adherence to timely mammography use [60] . This implies that lifetime non-attendees are women who were not motivated in health behaviour, have strong emotional representations of BS and BC, who highlight more barriers to screening, lower benefits and less cues to action because this is a new skill for them. This is evidenced by women who do not attend for mammography in other countries [59, 61] because they perceive greater barriers to BS.
Our data shows evidence that lifetime non-attendees were less encouraged by their GP to attend for a mammogram during their lifetime. However, it is also true that Maltese women tend to visit their GPs when they have a problem rather than on a routine basis [19] . While it is known that GPs are significantly more influential than relatives or friends at supporting the uptake of BS by mammography [55] , women obtain information more often from friends and relatives than from official sources [62] . This reinforces the influence of word of mouth from friends and relatives as a means of screening promotion [55] , supporting related promotional schemes worldwide [63] [64] [65] . However, while word of mouth is important, such initiatives are aimed at ensuring that information passed through word of mouth is based on factual information, rather than emotional reasons [55] . Although physician recommendation is critical for the provision of factual information (about BS, BC and adherence recommendations) [59, 66] , many women still do not screen frequently enough [59] . Hence, it seems increasingly clear that interventions should be developed to target variables that are both amenable to change and for which there is scope for improvement, if breast screening rates are to be improved.
Emotional representations play a central role in models of both self-regulation and health behaviour [66] as well as in models regarding the "uptake" of health-promoting messages [67] . However, research cannot determine exactly what women are afraid of or how the diverse fear components are related to one another or to screening behaviour, particularly since contradictory findings across studies make it difficult to draw conclusions from the literature. Hence, fear, anxiety and worry are often termed to encompass nearly "everything" [59] . Our current study investigated barriers related to fear more specifically and we found that fear is certainly related to a breast cancer diagnosis, fear of pain/discomfort, fear of embarrassment, fear of the medical establishment, radiation, as well as general worry and anxiety. Similarly, other research found that fear is instilled due to an awaited result that may cause a negative impact on the self and on the family [59, 61, 68, 69] , due to the pain perceived or experienced during the test [15, 44, 49, 70, 71] , due to the sense of uncomfortableness whereby one exposes such an intimate body part in front of another person [44, 45, 71, 72] , fear of the medical team [59, 73] , fear that X-rays would cause more harm than good to the breast [15, 45] and nonspecific "cancer worry" [45, 49, 59, 74, 75] and general anxiety [76, 77] . Studies suggest that mammography-related anticipatory anxiety may contribute to poorer adherence [15, 69, 78] because women may avoid undergoing mammography to reduce their anxiety. It is possible that reports of mammography-related anxiety and catastrophizing thoughts related to mammography pain reflect women's level of general anxiety [79, 80] . This may also operate as a barrier for relatives or friends to undergo mammography or attend a particular unit [81] . Hence, such concerns need also to be taken seriously to encourage long-term adherence among attendees by finding ways how to avoid pain and maintaining client satisfaction [82, 83] . Women can be prepared for mammography by informing them about possible short-lived pain or discomfort, preferably in the invitation letter or in screening campaigns [15] . Additionally, calming self-statements or distraction techniques could be utilised to reduce the fear of pain and embarrassment during the test [23] .
The undecided group of women in this study tend to attend less for mammography screening, particularly those who are unsure about: (i) self-efficacy items such as whether they can arrange other things in life to get a mammogram, (ii) screening barriers such as whether mammography is painful or uncomfortable, (iii) illness perception items such as whether one's emotional state or own behaviour causes BC, and (iv) mammography frequency recommendations). In all of our findings, limited knowledge was found to be significantly associated with attendance to the first screening invitation, reattendance, lifetime mammography use and compliance with recommended time intervals. This calls for urgent renewed health education and tailored information on the importance of screening while addressing misunderstandings, debunking screening myths and improving knowledge gaps. All of our findings in this study, and when considered in the light of our previous results, can be used to lead the development of current non-existent, evidence-based interventions in Malta.
Strengths and limitations
Our group of 'real' non-attendees came from the same target screening group, which further strengthens the value of our data. Additionally, the rich dataset allowed for diverse subgroup analyses, which facilitated an overview of lifetime screening practices, though not without possible response bias as a possible weakness. An additional strength is that the 121-item tool (MBSQ) contains information that makes it possible to adjust the analyses for potential confounders. Some aspects of study limitations should be considered. One limitation of the study is its cross-sectional design, which does not allow for the associations of non-attendance with socio-demographic factors such as age to be studied over time. Future research is needed to evaluate a potential cause effect relation. A problem in some of the analyses is the low number of 'real' non-attendees, hence a lower level of confidence in the results for this particular group. This may have led to a type I and/or type II error in relation to some of the analysed factors. Another limitation of this study is that self-reports for private mammography was used to measure lifetime mammography rather than objective data from private mammographic screening clinics. However, no national data records from private practices are currently available to date in Malta. Hence, self-reports for lifetime mammography use was the only possible method of data collection. The findings are likely to be generalizable and broadly applicable to other populations. Although limited to the Maltese population, the representation of our heterogeneous population derives from different parts of the country. However, given the potential for cultural differences, varied health care delivery systems, and socioeconomic factors between countries, the generalizability of study results may be somewhat limited.
Conclusions
Our findings may be used to develop cognitive interventions aimed at enhancing perceived benefits, reducing perceived barriers, and modifying negative emotional representations to BC in order to motivate women to start undertaking mammography screening. In general, our results are in line with differences reported in the literature between screening attendees and non-attendees, such that non-attendees were less knowledgeable of the recommended mammography frequency, had attitudinal, emotional and motivational barriers, less socio-economic support and were less confident in themselves and the medical establishment. Additionally, our study showed that health beliefs were the most significant predictors to lifetime mammography screening behaviour. Hence, screening organizers and public health officials should target women's perceived barriers and enhance cues to action when reaching out to non-attendees. Further qualitative research is required to clarify the determinants and consequences of emotional barriers, particularly fear among the 'real' non-attending cohort, and also to evaluate the need for a more targeted approach among this hardest-to-reach group in order to understand the complexity of their behavioural barriers. 
